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An attempt' to conztact stomach cases subjected to operation during the
last thirty years so as to investigate the cetiology of the various conditions
and to determine the benefits obtained and the penalties demanded by the
different methods of surgical procedure.
"We are constantly misled by the ease with which our
minds fall into the ruts of one or two experiences. " OSLER.
MATERIAL.
A long-term follow-up of 353 cases of gastric or duodenal conditions-treated by
surgical operation, 278 (76%) of which were traced.
Operation. Number. C
Gastro-enterostomy - - 139 ...
Gastrectomy - - - 69 ...
Closure of perforation - 18 ...
Perf. closure and G.E. - 17 ...
Pyloroplasty - - - 17 ...
[e:WVedge or cautery and G.E. 10 ...
Adhesions - - 4 ...
Ligature of left gastric - 1 ...
No reconstruction - - 3 ...
Group 1
75
22
12
7
7
3
3
1
2
- 278 132
Group 2. Group 3. Group 4.
33 ... 16 ... 15
27 ... 9 11
.. 5 .. 1... 0
4 ... 1 ... 5
7... 3 ... 0
3 ... 2 ... 2
... 1 ... 0 ... 0
0 ... 0 ... 0
0 ... 0 ... 1
80 32 34
%
TOTALDEFINITION OF GROUPS.
1. No stomach signs or symptoms since operation and no complications which
might be attributal to the operation. For example, pulmonary tuberculosis,
coronary thrombosis, arthritis or early death.
2. Show a slight infringement of one of the above rules.
For example-return of pain abolished by giving up smoking; a slight attack
of melaena due to dietary indiscretion (wedding cake and wine).
3. "If anything, much the same."
4. Definitely bad. Such as early death, or further operation.
SOME CAUSES OF DEATH.
Of the 278 traced cases 96 are dead, and here are some of the causes of death
Old age (70 or over) -
Cancer -
Cardiac -
Pulmonary tuberculosis
Cerebral haemorrhage -
17
20
9
7
4
In 46 cases the operation was gastro-enterostomy and in 28 the operation was
gastrectomy.
DELAYED APPEARANCE OF COMPLICATIONS.
In 33 cases the appearance of complications was delayed 10 years or more.
DELAY PERIOD IN YEARS.
Gastrectomy
G.E. -
G.E.
Closure of perf.
Pyloroplasty
Gastrectomy
Closure of perf. and
G.E. - - -
G.E. - - -
G.E. - -
Closure of perf. -
G.E. -
Gastrectomy
G.E. - - -
G.E. -
G.E. -
G.E. - -
135. G.E.
147. G.E.
- 18
15
- 13
- - 12
- - 16
13
G.E. - 12
- 17
. 15
- 18
- 13
- 15
- 14
- 15
19
- 20
10
- - - 11
- 10
COMPI.ICATION.
Pain.
Pain.
Death from perforation.
Heartburn and vomiting.
Indigestion and waterbrash.
Angina.
Cardiac death at 49.
Cardiac death at 69.
Melena due to wedding party.
Cardiac.
Arthritis.
Melaena.
Arthritis.
Death from cancer.
Perforation and death from melena.
Death from pyloric cancer.
Pulmonary tuberculosis-Death in 1
year.
Cardiac death at 65.
Melaena.
2
CASE.
12.
34.
39.
16.
59.
66.
69.
72.
77.
82.
87.
93.
94.
97.
101.
121.
125.DELAY PERIOD IN YEARS.
Gastrectomy
Gastrectomy
Pyloroplasty
Wedge resection
Gastrectomy
Gastrectomy
Gastrectomy
Gastrectomy
G.E. - -
G.E. - -
Gastrectomy
Gastrectomy
Gastrectomy
Gastrectomy
COMPLICATION.
12 Death from coronary thrombosis.
and
- 15
- - 21
G.E. - 13
- - 20
- - 15
14
22
16
18
18
14
23
12
Anaemia.
Death from cancer of stomach.
Death from pneumonia at 53.
Death from cancer of throat.
Death from chest trouble following
gastric cancer.
Nausea and vomiting.
Pulmonary tuberculosis.
Cardiac.
Pain and heartburn.
Leukaemia and death at 53.
Wind in stomach.
Angina.
Stroke.
Heredity. AETIOLOGY.
Suggested in 12 cases.
Example-The father, who had married a cousin, died aged 81, had a bad
stomach all his life and finally developed angina pectoris. Two daughters
perforated and later required gastro-enterostomy and one son had a gastric
operation.
Example-A family of six boys, five of whom had stomach operations.
Example (Case 188)-This case required gastrectomy for a large gastric ulcer.
Her father, brother, and three sisters had stomach trouble.
Occupation.
Cases exposed to fumes or dust of some kind-petrol, whiskey,
bleaching, French polisher, sewage
Thirty-one other cases occurred in:
House painters - - -
Joiners - - - -
Tram or busmen - - -
Barmen - - - -
Policemen - - - -
r -13
7- 8
_ _ - - 4
- - - - 4~~~
AnatomV.
Cases of gastric ulcer associated with a narrow pylorus -
Other Causes.
Pulmonary tuberculosis
War experience -
Psychic influence -
Smoking
Drink - - - v
3
B
CASE.
150.
157.
159.
161.
163.
164.
171.
182.
199.
221.
223.
235.
237.
246.
- 16
_ I1
- 6
6
* 5
-6POSSIBLE SEQUELA3.
Pain, heemorrhage or vomiting.
Gastro-enterostomy - -
Gastrectomy - - -
Closure of perforation -
Closure of perf. and G.E.
Pyloroplasty - - -
Wedge resection and G.E.
Span of life diminished.
Gastro-enterostomy - -
Gastrectomy - T
Closure of perf.
Closure of perf. and G.E. -
Pyloroplasty
Cardiac.
Gastro-enterostomy-
Gastrectomy - -
Closure of perf. and G.E. -
Arthritis.
Gastro-enterostomy
Gastrectomy
Closure of perf.
Marked diet restriction.
Gastrectomy - -
Pyloroplasty - -
22
6
4
1
4
2
5
12
0
3
0
Pulmonary tuberculosis.
Gastro-enterostomy -
Gastrectomy - -
Closure of perf. and G.E. -
Nausea.
Gastrectomy - -
Pyloroplasty - -
Cancer.
Gastro-enterostomy -
Gastrectomy -
Pyloroplasty -
Wedge resection and G.E.
Perforation.
Gastro-enterostomy -
7 Gastrectomy
-8
-1
-2
-3
. 1
6
1
Ancemia.
Gastrectomy
Pyloroplasty
5
2
1
3
-1
-6
-5
-1
-1
-4
-1
-- 8
- -1
Jejunal ulcer and fistula.
Gastro-enterostomy -
Stroke.
Gastro-enterostomy -
Gastrectomy - -
Pyloroplasty - -
4
- - 1
2
I
LIST OF THOSE WHO HAVE PASSED THE AGE OF 64
65 to 69.
Gastro-enterostomy -
Gastrectomy -
Wedge resection and G.E.
Pyloroplasty - -
Closure of perf. - -
70 to 74.
Gastro-enterostomv
Gastrectomy -
Closure of perf. and G.E.
Pyloroplasty - -
- - 9 living
- - 8 living
- - 2 living
- - 1 living
- - 6 living ...
- 7 living ...
- . 1 living ...
_.
3
5
2
dead
dead
dead
6 dead
1 dead
1 dead
-76 to 79.
Gastro-enterostomy 2 living ... 2 dead
Gastrectomy - - - - - 1 living ... 2 dead
Pyloroplasty - - - - - ... 1 dead
Closure of perf. and G.E. - 1 living ...
Adhesions - - - - - ... 1 dead
80 and upwards.
Gastro-enterostomy - - - - 2 living ... 4 dead
Gastrectomy - - - - - 1 living ... 1 dead
Closure of perf. and G.E. - - - 1 living ...
LONG-TERM CANCER SURVIVALS.
Case 36.-Two-third gastrectomy on a woman of 52 in 1931. Still alive and well
in 1953.
Case 100.-Two-third gastrectomy for pyloric carcinoma in 1936 on a woman
aged 58. She was still alive in October, 1952, and may still be alive.
Case 164.-Sub-total gastrectomy for columnar carcinoma on a man aged 42
in 1928. He had no stomach trouble afterwards and worked as a driller in the
shipyard. He died in 1943 of chest trouble (? lungs). He survived 15 years.
The material for this communication was obtained mainly from the Records
Department of the Royal Victoria Hospital, Belfast, and from private notes made
at the time of operation. It consists of cases which survived operation and were
operated upon by me or a colleague as far back as 1923. The first step in tracing
the cases is to write and ask the patient to come to the hospital for an interview.
This was successful in about one-third of the cases and required the assistance of
a part-time secretary-typist. I wore out two secretary-typists over the years, and
I am much indebted to Miss Sayers and Miss McCann for their assistance. At the
same time I should mention Miss Lutton, who is to be congratulated on the way
she built up the Records Department, and I should like to suggest that we erect
a bust or a plaque in her memory.
Now what about the remaining two-thirds? We have no department in the
Royal Victoria Hospital which will undertake this work, and there is no text-book
to give you any assistance. Here are some hints:
1. Put your name down with the "Belfast News-Letter" for a copy of next
year's Belfast and Northern Ireland Directory. You will be unable to buy a
second-hand one.
2. Visit the address of the patient even if there is a new tenant. This is easy
with the aid of the directory, but beware of slight errors in the case records.
6 Pim Street should have been 6 Pim's Avenue. McMurray should have been
Murray. By the way, who fills in these details on the case sheet? Is it the
sister, the staff nurse or the probationer? It must be quite a problem to
obtain accurate information from a seriously ill patient. I should advise you
to conduct the search by car, but leave the car in the main road and enter the
5small streets on foot. The car will be safer in a main thoroughfare. Having
arrived at the proper address, several things can happen.
(a) The patient is living in the house but has neglected to reply to the
hospital letter. It is now quite easy to make contact.
(b) The new occupant of the house can give you the address of your patient
or can give you the details of the death.
(c) You are directed to the oldest inhabitant in the street, usually a woman,
and she can give you a clue. Some of the people have risen in the social
world, but they move outwards along the same radius. Given the proper
address, the country work can be done by letter, but even if there is a
new tenant, a clue may be obtained.
Here was a difficult case-a young woman had married after the operation, left
her occupation, changed her name and changed her address. Application to the
original business produced the name of a relative in Lambeg-a sister-who
directed us to a friend in Derriaghy who gave the final address as Stoneyford.
In the country we rely on the local shop, the police barracks or the post office:
all of these are very helpful.
As a rule, the reception is quite friendly once they realise what it is all about.
In 1953 I visited in a small back street off the Dublin Road with reference to a
joiner (69 in 1924) who had a gastro-enterostomy. A sad-looking woman came to the
door and admitted that this was where my patient had lived. I asked, "Are you
his daughter?" "No, I am the grand-daughter, and what do you want?" "I am
making some enquiries about him." "Are you not a bit late making your enquiries,
as he died in 1931 ?" Some patients at first deny that they have ever had an
operation.
AETIOLOGY.
Having successfully traced a living patient many years after an operation, there
is enthusiasm and interest in discussing the question of history. Histories before
operation are usually recorded by resident pupils and obtained from an individual
who is more concerned with a severe abdominal pain or with the anxiety of the
outcome of a serious operation. If the whole operating business is over and done
with, and patient and examiner have all the time in the world, full justice can be
done to aetiology. As this would appear to be the most important part of gastro-
duodenal disease, one had hopes that some clues might be forthcoming. Certainly
we can record some facts, but whether a statistician would agree with our
conclusions is another matter.
Hereditary.-In 248 traced cases only 12 suggested hereditary influence, but
in these cases it was quite marked. Take, for example, a family of six boys, five
of whom had stomach trouble, and another family of a father, two daughters and
two sons, all of whom had stomach trouble (the two girls perforated and one boy
had a gastro-enterostomy), the father had married his cousin, had stomach trouble
all his life, successfully escaped operation (relative's statement), lived to be over
80, and died of angina pectoris. What is the weakness that is inherited? Is it
6some anatomical peculiarity or some secretory defect or psycho-somatic weakness
or gross neglect in the household of all the ordinary rules of diet controlling
selection and preparation of food, the time of meals and suitable surrounding
amenities. Being an anatomist of sorts, I am inclined to look for some naked-eye
deformitv, and I have noted that in 16 of the traced cases the pylorus was abnorm-
ally narrow. In 10 of these there was merely a narrow pylorus which could be
treated by pyloroplasty, and in five the narrow pylorus was accompanied by one
or more lesser curve ulcers requiring a gastrectomy. The sixteenth case was a
muscular thickening of the pyloric canal and was dealt with by a gastro-
enterostomy.
Occuipation.-Some patients trace their indigestion to occupation, and in certain
cases surgical experience would suggest that the occupation might be a factor.
At the head of the list come the workers subjected to irritating or unpleasant
fumes, e.g., petrol, whiskey, bleaching, aluminium, ropeworks, sewage disposal,
tobacco dust, and, in one case, looking after a horse suffering from Decline of
the Bowel. These include 16 cases in all. In other groups there were 6 painters,
8 joiners, 5 tram or busmen, 4 barmen, 4 dustmen, and 3 policemen.
Pulmonary tuberculosis.-Surgeons are well aware of the danger of doing a
gastric operation on one with pulmonary tuberculosis and avoid these cases where
possible. The difficulty is that a case may present with an obstructing duodenal
ulcer and pulmonary tuberculosis. The physician is handicapped by the defective
digestive system and a successful gastro-enterostomy may solve the problem, but
the risk of early death is considerable. Another interesting point arises in this
connection, and that is the appearance of pulmonary tuberculosis 5, 10, 15 or 20
years after a gastric operation. Is this to be claimed as a penalty or merely as an
unconnected incident?
Pulmonary tuberculosis was a feature in ten of the cases, and six of these died
within a few years of the operation (2 months, 2, 5, 7, 7 and 11 years). Four are
living and well 15 to 24 years after operation.
Cardio-vascular.-It is not uncommon to find the gastric cripple dying of some
cardio-vascular condition such as coronary thrombosis, a stroke or hardening of
the arteries, but it has been suggested recently (Elkeles. B.M.J., Nov. 21, 1953)
that atheroma of the arteries may be a cause of gastric ulcer in elderly people.
The abdominal aorta was radiographed in 732 cases over 50 years of age. Calcified
lesions were found in 75 per cent. of 116 cases of chronic gastric ulcer and in
only 4.3 per cent. of 70 cases of stomach cancer. One hundred and ninety
duodenals showed 34.2 per cent. and 356 healthy controls showed 32.3 per cent.
The conclusions drawn are, first, that gastric ulcer in people over 50 is due to
insufficient blood supply and, second, that the presence or absence of calcified
aortic lesions may be a valuable aid in differentiating between simple and malignant
conditions.
Other Factors: ,Etiology.-There are a number of strains, indiscretions or
disasters which alone or in combination may be blamed for the onset of gastric or
duodenal lesions. These include smoking, alcoholism, unsuitable diet, exertion,
7
cwar experience, financial trouble and domestic worries. A doctor gave me a
wonderful history of his duodenal ulcer which produced severe haematemesis and
finally obstruction. He was a chemist who worked under great strain to become a
doctor. Irregular meals, cigarettes or sweets to stave off hunger, bad teeth, the
mental strain of examinations, and finally doing his first locum by means of a
bicycle-folloWed by a hematemesis.
One of my patients began work as an apprentice baker and blames his first
dyspepsia on hot soda farls, fresh from the oven, made into a sandwich with brown
sugar. Another patient and his relatives are quite satisfied that the care of a very
smelly horse suffering from decline of the bowel was the start of his ulcer.
PENALTIES OF GASTRIC OPERATIONS.
Sir Heneage Ogilvie, B.M.J., August 9, 1952: "The only safe course is to
advise gastrectomy in all gastric ulcers that are not rapidly and permanently
healed by rest and diet. We can do this without hesitation because we know that
the patient will live happily ever afterwards."
Recent broadcast on duodenal ulcer-Physician: "The patient must learn to
live with his ulcer and keep it in subjection. If he is not prepared to do this, he
must pay the penalty of an operation." Surgeon: "There is no penalty and no
restrictions after operation. Ninety per cent. are cures and can lead an ordinary
life."
You have the list before you of the possible sequelae in my cases, and it is a
formidable one. Many of these faults appeared ten to twenty-two years after
'3peration and would not have been included in a short-term follow-up, and whilst
some are without doubt connected with the original disease, such as pain, vomiting,
haemorrhage, cancer, nausea, marked limitation of diet, and perforation, others,
such as arthritis, cardiovascular conditions and pulmonary tuberculosis are
debateable.
Only 22 of the 69 gastrectomies can be placed in Group I, and the reinaining
47 produced 57 of the possible sequele, some cases accounting for one or more
conditions. Sixty-four of the 116 gastro-enterostomies attained Group I standard
and the remaining 52 accounted for 56 sequelae. The delayed appearance table
shows the danger of relying on a five. or ten-year follow-up.
THE GASTRIC CRIPPLE.
Anyone who has undergone a stomach operation requires to exercise more
discretion in habits than the normal individual if he or she is to avoid one or more
of the sequelae already described. Here are a few cases illustrating this statement.
Case 117.-A pqliceman, aged 26 in 1932, admitted as an acute abdomen. At
operation a duodenal perforation was closed and a long appendix, full of faeces,
removed. Hunger pain persisted for eight years, and his weight had diminished from
10 stone to 9 stone. He then gave up smoking, which meant 200 cigarettes and a
quarter of an ounce of pipe tobacco a week. Following this courageous act, his weight
gradually increased and is now 16 stone, and his indigestion is limited to evening duty
(one month in four).
8Case 156&--39 in 1936. A boilerman.
Gastric perforation in February, 1936, treated by closure.
March, 1937, three-fourth gastrectomy for hour-glass and great curve ulcer.
In 1946 he gave up tobacco (25 cigarettes a day and 3 ounces of pipe tobacco a
week) as his indigestion was returning. Since then all symptoms have disappeared.
Case 230.-28 in 1941. A breadserver.
In 1929 appendix removed and an ideal kink freed (Mr. Kirk).
1940 Gastro-enterostomy for stricture of the first part of the duodenum (P.T.C.).
1949 Jejunal perforation closed (S. Irwin).
1950: Vagotomy (Prof. Rodgers).
It is reported that he consumes a bottle of rum a day and smokes 20 cigarettes a day.
Case 161.-40 in 1928, and had done no work since the 1914-1918 war. Was reported
to be a heavy drinker.
1928: Wedge resection and gastro-enterostomy for small lesser curve ulcer.
1941: Died of pneumonia following an air raid. He was in the Royal Hospital
for lumbago and was taken down into an air-raid shelter.
Case 108.-A married woman, aged 37 in 1935, with a family history of stomach
trouble.
1935 Perforation in the region of the pylorus closed. Much soiling of the lower
abdomen.
1936: Became pregnant and subsequently had two pyrexial attacks. In May, 1937,
died three weeks after a Caesarean section. Death due to peritonitis.
Case 42-Police sergeant. 40 in 1927.
March, 1927 : Gastro-enterostomy for relief of pyloric obstruction.
May, 1927 Died of pulmonary tuberculosis.
PERFORATION.
I regret that the numbers of perforation are so small in the communication, but
it so happened that when I was a registrar the perforations were all done by the
assistant surgeons and when, after some years I became an assistant surgeon, my
senior called upon the registrar to do the perforations. Finally, as a full surgeon,
I was expected to permit my tutor to close the perforations, and right well he did
it, as he only had twenty of them and they all survived the closure operation.
Fifty years ago the mortality attending this operation was around 50 per cent.,
and it has been stated that the great Continental surgeon, Mikulicz, had 35 deaths
in 36 cases. Well, we were doing better surgery in Belfast at that time as Surgeon
Kirk, one of the pioneers of Ulster surgery, published a series of ten consecutive
cases without a death. Furthermore, he was the first man to remove a gall bladder
in this school. Prior to this, the Ulster surgeons had been content to remove
gallstones.
Vassalloo (B.M.J., May 2, 1953) reports a series of 673 closures with only one
death, a most remarkable achievement.
In this communication we can report on 17 cases of simple closure of perforation,
and the follow-up result is excellent.
Group1 - - - 11 Group3 - - - 1
Group 2 - - - 5 Group 4 - - - 0
9
DClosure of the perforation, plus gastro-enterostomy, was used in the' other 17 cases
with results that are not so impressive.
Group1 - - 7 Group 3 - - - 1
Group 2 - - - 4 Group 4 - - - 5
PYLOROPLASTY.
Twenty-three cases, 14 of which have been traced. The operation mortality was
nil, and the grouping of the traced cases was:-
Group 1 - - - 5 Group 3 - - - 3
Group 2 - - 6 Group 4 - - - 0
This operation should be considered where the patient complains of attacks of
pain and vomiting, the X-ray shows some gastric retention, and on opening the
abdomen the surgeon finds a non-cicatricial narrowing of the pylorus and no other
pathological condition. This finding was noted at all ages from 20 to 66 years
of age.
It is a safe operation with few penalties and some excellent results.
Case 47.-A girl, aged 20 in 1927. Vomiting attacks in childhood; recently pain 15
minutes after food; one attack of melJena; weight had decreased from 7 stone 11 lb.
to 5 stone 11 lb. X-ray showed retention.
Operation-pyloric canal in state of spasm for 20 minutes and was hard and white.
Finally, the spasm passed off. Pyloroplasty performed.
Follow-up in 1953. Twenty-six years after operation. Now weighs 13 stone. No
stomach symptoms since the operation. Is under treatment for diabetes mellitus, but
leads an active normal life.
Three of the 14 traced cases are now dead. One at 79 of a stroke, one at 70 of
a stroke, and a third at the age of 47 of cancer of the stomach. Two of the remain-
ing cases were operated upon by other surgeons and gastro-enterostomy performed.
The list consists of 9 females and 5 males.
GASTRO-ENTEROSTOMY.
XVhen I entered the field of surgery 45 years ago the technique of the operation
was stabilised-a posterior retrocolic gastro-enterostomy with a 2j-inch vertical
stoma, in the same sagittal plane as the incisura angularis and avoiding the great
curvature vessels. The afferent limb of the jejunum joined the stomach near the
lesser curve, and the efferent limb of the jejunum descended vertically from the
great curvature.
The problem to-day is not how to do the operation but when to do it. Being
interested in radiography, most of my cases were selected for operation by the
presence of seven-hour gastric retention. Having opened such an abdomen, a
gastro-duodenal search might reveal a pathological condition, but if this were
negative then one examined for adhesions, gallstones, kinked appendix or colon
stricture. One of the most marked cases of visible peristalsis of the stomach was
produced by a simple stricture of the ascending colon.
All my surgical life I have been doing gastro-enterostomies and obtaining, I
thoug,ht, quite satisfactory results. Recently so many attacks have been made on
this operation that I began to wonder: "Am I living in fools' paradise?"' Hence
10one of the reasons for this investigation. Well, the figures show that gastro-
enterostomy in my hands is still the most satisfactory gastric operation.
Sixty.four (57 per cent.) out of 116 traced cases attain Group 1.
Twenty-two (18 per cent.) out of 116 traced cases attain Group 2. Why has this
swing from gastro-enterostomy to gastrectomy developed?
Possible reasons are:
1. Selection of unsuitable cases for gastro-enterostomy.
Avoid (a) Pulmonary tuberculosis.
(b) Young males with a non-obstructing duodenal ulcer.
(c) Heavy drinkers.
2. The bad result is widely known whilst the good results are never seen again.
Example-Case 149. Twenty-three in 1931. Gastro-enterostomy for a non-
obstructing duodenal ulcer. Stomach trouble off and on ever since, but
continued working for twenty years. In the past two years has been in
hospital nine times for examination.
3. Great claims for gastrectomy which still require proof.
GASTRECTOMY.
Out of a total of 85 cases who survived operation, 69 have been traced (81 per
cent.), and 16 are still untraced. The grouping result is
Group 1 - - - 22 Group 3 - - - 9
Group 2 - - 27 Group 4 - - - 11
Total - - - - - - 69
Thirty-two of the cases are still alive, and 37 are dead.
The operation was usually performed for cases of medium or large ulcers, and
very occasionally for carcinoma.
The most prominent complications or penalties were:
CASES CASES
Span of life diminished - 12 Cancer - - - 5
Cardiac - - - 6 Nausea - - - 3
Anaemia - - 8 Arthritis - - - 3
Marked diet restriction - 6 Pain or vomiting - - 3
In forty-nine of the traced cases the result might be said to be satisfactory and
the patients admitted great improvement in spite of the fact that a number of them
were experiencing the penalties which may be demanded. Apart from adopting
medical treatment for the small gastric ulcer or pyloroplasty for the small gastric
ulcer combined with a narrow pylorus, gastrectomy would appear to be the correct
procedure in the case of a medium or large gastric ulcer. At the same time some
quite good long-term results have been obtained in the treatment of a high hour
glass by anastomosing the two pouches and draining the lower pouch by a
gastro-enterostomy.
11A comparison of the long-term, results between gastro-enterostomy and gastrectomy
where the gastro-enterostomty was performed for the relief of duodenal ulicer and
the gastrectomy for the relief of gastric ulcer.
All the cases were operated upon in the period 1923 to 1931 and by the same
surgeon. The technique of the gastro-enterostomy has already been described in
this paper whilst the gastrectomy was Bilroth 2 type-removal of one-half or two-
thirds or three-quarters of the stomach, and retrocolic end to side gastro-
jejunostomy with a three-inch stoma. In four of the cases an antecolic operation
was used owing to absence or shortness of the transverse mescolon, and in these
cases the efferent limb of the jejunum was attached to the lesser curve of the
stomach. In one case the pyloric canal was left in situ, but in the others the
pylorus was included in the part of the stomach removed.
LONG-TERM FOLLOW-UP TABLE.
Gastro-enterostomy v. Gastrectomy
Traced - - - 70 (83.3%) ... 34 (85 %)
Untraced - - 14 (16.6%) ... 6 (15 %)
Average age - - - 38 ... 41
Dead - - - 29 (41.4%) ... 24 (70 %)
Dead over 70 - - 10 (14.2%) ... 5 (14.7%)
Alive - - - - 41 (58.5%) ... 10 (29.4%)
Group I - - 36 (51 %) ... 8 (23 %)
Group II - - - 17 (24 %) ... 18 (53 %)
Group III - - - 13 (18 %) ... 4 (11 %)
Group IV - - - 4( 5.7%) ... 4 (11 %)
CONCLUSIONS.
Follow-up.-The period selected for investigation was 1923-1948 and included
353 cases, of which 278 (76%) were traced. Since this paper was presented on
December 10, 1953, before the Ulster Medical Society, twenty-nine additional cases
have been traced. Of these, eighteen are alive, eleven are dead, fourteen were
graded Group I, fourteen were graded Group II, and one Group IV. One would
hope therefore, that amongst the 24% of untraced cases quite a number are still
alive and well. The investigation is still proceeding, and letters sent out some
years ago are still producing responses. One patient had emigrated to Philadelphia
and only received his letter when he returned to Strabane on a holiday and two
years after the letter had been delivered locally. He had his operation in 1930
(gastro-enterostomy for duodenal ulcer) and reports the present condition as
"100% successful."
Such cases as "domestic servant in Joy Street," sailor from a foreign ship,
inmate of a lodging-house, a name like John Smith, and the woman who marries
after operation prove exceedingly difficult.
Operations.
The chronic dyspeptic might be placed in one of five classes.
(a) Medical treatment only.
12(b) Some extra-gastric operation required, such as adhesions, gall bladder,
appendix or colon stricture.
(c) Pyloroplasty for congenital narrowing of the pylorus or after excision of
a small duodenal ulcer.
(d) Gastro-enterostomy for duodenal ulcer, avoiding the young male, the case
of pulmonary tuberculosis, and the chronic alcoholic. Most suitable for
duodenal obstruction in the middle-aged and elderly.
(e) Removal of half or two-thirds or three-fourths of the stomach for medium-
sized or large ulcers and for carcinoma.
I have no personal experience of gastrectomy for duodenal ulcer, but I would
draw your attention to the long-term follow-up table, where there is a comparison
between gastro-enterostomy (for duodenal ulcer) and gastrectomy (for gastric
ulcer). These are all the cases done in the period 19234l931 by one surgeon, and
gastro-enterostomy gives much better results in the category Group I and in those
alive. Six of the gastro-enterostomies lived beyond the age of 80 and two of these
are still alive, one aged 82 (plays bowls and can do a double knee bend) and the
other 87 (a retired blacksmith). I have encountered five jejuno-colic fiistuke and
one jejunal perforation. Two of the fistuke did quite well by separating the two
bowel limbs and closing the two apertures, but the other two fistulae both died
following a more extensive operation. The jejunal perforation is still alive, following
simple closure.
The delayed appearance of complications and sequeke which appeared ten to
twenty-two years after the operation has been disclosed by the research. Such cases
in a short-term follow-up would have been graded as Group I results. They include
gastric symptoms, pulmonary tuberculosis, cardio-vascular lesions, and cancer.
Cancer appeared at varying- times after operation in twelve cases, and the situations
were-stomach five times, colon five times, and cesophagus twice.
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WE have been asked by the Medical Librarian of Queen's University to
remind our readers that the Medical Library welcomes gifts of old medical
monographs and back issues of periodicals. Where not required for the
library's own stock, these are most useful as exchanges for items which
the library lacks.